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THE DIAGNOSIS OF ONE FORM OF INTRA CRANIAL SYPHILIS. 1 

By Landon Carter Gray, M.D., 

rnuFcssoB or nehtocs and mental disease in the new tour imlvclinic. 

The literature of syphilis is enormous, and probably equalled by that 
of no other subject in medicine except tuberculosis. Writing 6ome years 
ago upon the subject, I made this comparison: Prof. Max Muller, the 
well-known philologist, informs us that the whole of the Sanscrit litera¬ 
ture, running, as he expresses it, like a high mountain-path of literature 
through the whole history of India, and extending over a period of 
three or four thousand years, is contained in about 10,000 manuscripts— 
more, the same authority asserts, than the whole classical literature of 
Greece and Italy put together. I have been able to count up some five 
hundred different articles that have been written on the subject of syphi¬ 
lis in the last thirty years, and there are probably many more. This is 
one-twentieth of the whole Sanscrit literature or of the combined classi¬ 
cal literature of Italy and Greece, and therefore in order that the liter¬ 
ature of this one subject should equal these great national literatures 
it would only take the time of about six hundred years, or one-seventh 
to one-fifth the time of the Sanscrit writings.” Notwithstanding the 
vast interest in the subject, however, that is manifested by these figures, 
the diagnosis of syphilis of the nervous system is still in a state of great 
uncertainty. The pathological lesions of the brain, of the cord, and 
of the peripheral nerves have been well studied, so that I need not pause 
to dwell upon them before an assemblage of this nature. But the clini¬ 
cal symptoms of these pathological alterations are involved in con¬ 
siderable uncertainty unless there has been a clear history of the initial 
syphilitic lesion, and of its sequel® in skin, bones, and mucous membranes, 
For example, we may be able to affirm that we have before us the 
symptoms of an intra-cranial, a spinal, or a peripheral nerve lesion, 
because our knowledge of diseases of the central and peripheral nervous 
system has advanced to great certainty within the last few years; but 
when the further question arises as to whether this lesion of the brain, 
the spinal cord, or the peripheral nerves is due to syphilis, we must in 
the vast majority of cases fall back upon the history of the initial lesion 
or its sequel®, or wait for the proof that may be contained in the suc¬ 
cess or non-success of treatment by iodide and mercury. Unfortunately 
it is a fact that the history of the initial lesion or its sequel® is often 
very difficult to obtain. The primary sore being very alight, it may 
easily be overlooked, as we all know, by one who is not aware of its 

1 Read before tlie American Neurological Association at the Congress of American 
Physicians and Surgeons at its meeting in Washington, September, 1891. 
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characteristics; and this may even happen to one who is upon the alert, 
aB all Byphilographers will testify. The wife may be infected by the 
husband, and innocently enough, too. Several years ago I heard a lady 
telling some friends how she had been afflicted with an obstinate head¬ 
ache and subsequent inflammation of the eyes, and as I knew that this 
lady’s husband had died a short time before of intra-cranial syphilis, I 
went to her attending physician to inform him of the fact, and found 
him entirely ignorant of the etiology of his patient’s symptoms. The 
infection may also come through a surgical operation, so that I presume 
there are very few communities of any size in which physicians caunot 
be found who have infected themselves in this way; indeed, I know at 
the present time of four physicians of whom this is true. Or the infection 
may come through a lesion innocently acquired about the buccal cavity, 
and even perhaps through articles of clothing. The tendency to conceal¬ 
ment, which so often actuates patients from motives of shame and family 
pride, constitutes another great source of error for the physician. It is 
therefore apparent that some method of diagnosis independent of the 
history of the initial lesion and its sequela; would be of great value, 
and all recent writers upon this subject have recognized the need, 
although no one has ventured to outline any pathognomonic symptoms. 
Rurapfs great book of some 600 pages, published in 1887, casts 
absolutely no light upon this question of positive diagnosis of syphilitic 
nervous affection, although it is a most industrious and painstaking 
compilation of pathological, clinical, and therapeutical memoranda. 
For many years I have been keenly aware of this defect in our clini¬ 
cal knowledge, and I have been endeavoring to obtain some further 
light upon the subject, which I am now prepared to definitely offer to the 
profession, and to which I first called attention some four and a half 
years ago in a paper read before the Philadelphia Neurological Society. 1 
I have become convinced that in many, if not most cases of intra-cranial 
syphilis the following group of symptoms is to be obtained: namely 
a cephalalgia that is apt to he peculiar in a quasi-periodicity that mani¬ 
fests itself in a tendency to return at a certain time in the twenty-four 
hours, most frequently at or towards night, les3 frequently in the after¬ 
noon or morning; marked insomnia, usually at the outset, lasting a few 
weeks; a sudden cessation of the cephalalgia and insomnia upon the 
supervention of any paralytic or convulsive symptoms. Hemiplegia in 
an adult individual under forty years of age, even when not confined 
with the foregoing cephalalgia and insomnia, is also, in my opinion, apt 
to be syphilitic, exclusion being made of trauma, tumor, and nephritis. 
Through a period of some eight years I have satisfied myself of the 
value of this symptom-group. I have demonstrated its correctness 
many times to my classes, it has been verified in my clinic by my 


1 Medical News, July 9,1887. 
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assistants, and I shall detail histories of twenty-seven cases, although 
I have as many more that I cannot see the use of recounting at length. 

In one case, Case IX., there was no history of insomnia, but this is 
an exception proving the rule. 

Case I.—Male, aged thirty-nine years. About six months ago he 
began to have severe headache which was frontal, and which has lasted 
ever since, but shifts from one part of the head to the other, being 
gone on some days, but never leaving him throughout one single day. 
Has had emesis only on the first day. For the first month he did not 
obtain more than three or four hours’ sleep each night, but has since 
then slept well. A careful microscopical and chemical examination 
detected no renal lesion, nor has he any outward symptoms of such. 
During the first six weeks it is said be had a shuffling gait. About six 
months before coming to me it was noticed that he had a distinct lisp in 
his speech. He has used both tobacco and liquor excessively, hut has 
ceased using either for some eight months. Has at times been mentally 
confused, but not during the last six months. At the first onset of the 
affection he acted very fligbtily. The face flushes readily. There is no 
tremor of the tongue, facial muscles, or extremities. Has optic neuritiB 
which is well marked upon one side. Before coming to me he had been 
for some time under the care of Dr. R. "VV. Taylor, who kindly writes 
me that he could detect no evidences whatever of syphilis. The patient, 
however, admitted that he bad had a chancre, although he knew of no 
sequel®; and the vigorous iodide and mercurial treatment to which Dr. 
Taylor subjected him cured him, for after coming under my care I did 
nothing more than give a few placebos, and yet he made an excellent 
recovery, which has now persisted for three years. 

Case II.—Male, aged twenty-nine years. Has been ill for six weeks, 
although it is stated that there had been for a long time certain pro¬ 
dromal symptoms, of which I can obtain no definite description. He 
imagines that his fellow workmen conspired against him, that he is going 
to be taken away, that the cat has brought bad luck ; wishes to get away, 
and gets up imagining he hears carriages at the door, brought there to 
remove him. He has been complaining for over four years. Has been 
intemperate in hts habits until some three years ago. He was sent to 
me by Dr. J. C. Kennedy, of Brooklyn, who writes that he had syphilis, 
and that four years ago he had a chancre, the only sequel of which was 
the characteristic sore-throat. Patient tells me himself that about six 
weeks before coming to me he began to get confused and worried, and 
then had his delusions, from which he says he has recovered. Then had 
optic hallucinations of darkness mixed with lightning, but no auditory 
ones. At the outset of the affection he had severe headache coming on 
at night, and obstinate insomnia. Exactly how long these symptoms 
lasted I have been unable to ascertain. Face flushes at times greatly, 
has had temporary difficulty in speaking, and during the last two 
weeks it has been noticed that he stumbled in walking, especially when 
he got up in the morning. The night before coming to me he had a 
slight convulsion, consisting of slight loss of consciousness and drawing 
back of the head and eyes, and slight sidewise movements. There 
is a neurotic heredity. The retinas are perfectly normal except that 
there is some fulness of the vessels in the left fundus. None of the 
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cranial nerves are affected. There is no tremor of facial or tongue 
muscles or of the extremities, nor any paresis. The tendon reflexes are 
abnormal in that they are somewhat spasmodic, although not exagger¬ 
ated in the extent of the knee-jerk. The patient improved somewhat 
on large doses of iodide with mercurial inunctions, but then passed 
away from Dr. Kennedy’s observation. 

Case III.—Male, aged thirty-five years. Had a hemiplegia in 1884, 
with slight motor aphasia, from which he incompletely recovered. Had 
auother iu 1888 with more marked motor aphasia, from which he has 
also incompletely recovered. A violent cephalalgia preceded the first 
attack, was greatly diminished upon the supervention of the first hemi¬ 
plegia, disappeared entirely in three days, and was absent for about 
eight weeks, when it appeared again temporarily, no cephalalgia pre¬ 
ceding the second attack. Also had obstinate insomnia preceding the 
first attack of hemiplegia, this lasting about ten weeks. At the present 
time is paretic upon both sides, the result of his double hemiplegia. I 
have had this patient under my observation for some three years, and 
can therefore state positively that his mental impairment consists only 
of an occasional emotional condition and a tendency to great irrita¬ 
bility. He has had no implication of the cranial nerves, and no vesi¬ 
cal, rectal, sensory, or spinal symptoms. One pupil is much larger than 
the other and responds very sluggishly to light, but fairly well to 
accommodative movements. This patient had a chancre in 1880, fol¬ 
lowed by roseola, and was under the care successively of several physi¬ 
cians of eminence who made a diagnosis of syphilis at the start and 
treated him for sucli. 

Case IV.—Male, aged forty-three years. In 1890 this patient had 
severe cephalalgia over the brows, generally in the afternoon and toward 
evening, aud obstinate insomnia, the headache and insomnia lasting 
about three weeks. At about the same time he became very vertigi¬ 
nous, these attacks of vertigo coming on suddenly and rendering him 
temporarily very ataxic. For over a year has suffered from amnesic 
and ataxic aphasia and still seems doubtful in his memory of the pro¬ 
nunciation of certain words, although a certain part of his speech- 
defect is due to the fact that he has always stuttered. His general 
memory had been excellent for about a month before coming to me. 
There is no paralysis or ataxia of upper or lower extremities, no impli¬ 
cation of cranial nerve, no impairment of Bensation in the face or 
extremities, no tremor of the face, tongue, or extremities. He states 
that he was deaf about six weeks before coming to me, although now 
there is no impairment of hearing. The optic discs are normal. 
Tendon reflexes are absent even with the Jendrassik method. Early in 
the winter of 1889 he tells me that he had what was diagnosticated 
as a chancre, nnd he now has a cbaracteristic scar of such. A few 
months afterward, he states, he had a sore-throat that was attributed to 
syphilis and relieved by menus of mercurials. His headache began 
about eighteen months after the chancre. This patient had been treated 
with small doses of the iodide of potash, the doses in the twenty-four 
hours not exceeding twenty grains, and then sought relief in vain at 
the Hot Springs, being worse on his return from this trip than he wa3 
before he left. I put him immediately upon large doses of the iodide, 
runntug up to 150 grains in the day, when he commenced to improve 
rapidly and has been perfectly well and able to attend to his business 
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during the six mouths that have since elapsed, although he has lately 
begun a reduction of his iodides. 

Case V.—-Male, aged thirty-one years. Seen in consultation with 
Dr. D. Cr. Bodkin. The patient frankly admits that he had chancre about 
two years ago, although be is not able to give a very definite description 
of it; there is a characteristic scar upon the penis. I have not been 
able to ascertain whether he had had any cutaneous sequela* or not. He 
has had occasional headache through the last year, at times violent, almost 
invariably toward evening, with great insomnia and irritability. Dr. 
Bodkin was only called in to see him about a fortnight before the con¬ 
sultation, when he was suffering from ptosis of the left eye without 
strabismus, and this was relieved promptly by ten grains of iodide 
three times daily. The patient was lying in bed, his face much flushed. 
There was considerable hebetude and thickness of speech. He could 
not pronounce at all the words “ riding, cavalry, brigade.” Pupils well 
dilated but responding sluggishly to light and accommodation. Both 
retinas distinctly congested. The left lid droops slightly, right face is 
paretic, the tongue points straight, the hand-grasp on the right is 
decidedly weaker than upon the left. There is no paresis in the lower 
extremities. The right tendon reflex is slightly exaggerated, although 
the left is normal. The sensory examination was unreliable because of 
the patient’s hebetude. The cephalalgia is extremely severe. The 
bladder is paretic. He sways markedly in standing with his eyes 
closed, whether his feet are approximated or separated. No tenderness 
upon percussion of the scalp. I recommended inunctions of the 
unguent, hydrargyri and large and increasing doses of the iodide. 
Under this treatment, so Dr. Bodkin subsequently wrote me, the patient 
immediately began to improve, and eventually made an excellent 
recovery, the details of which, however, I am not able to state. 

Case VI.—Female, aged forty years, married. Has given birth to four 
living children, two of whom died in infancy, and has had two or more 
miscarriages. Family history is negative. The patient has never suf¬ 
fered from serious illness. Her present condition began to develop 
about a year before coming to ray clinic, with pain in the lower jaw. 
She had had for several weeks headaches coming on toward night, with 
marked insomnia, but these were distinct from the pain in the jaw, 
which latter was intense in degree from the first. Two molars were 
extracted without benefit, the pain Increasing, the right upper jaw and 
right temporal region becoming involved for about five weeks, when the 
pain ceased abruptly. Simultaneously with its appearance was noticed 
a numbness corresponding with the areas into which the pain had pre¬ 
viously extended. The uurabne33 was followed almost immediately by 
paralysis of the right side of the face. The angle of the mouth was 
drawn down, the facial expression became changed from a loss of the 
labial folds, there was lagophthalmus even during sleep. There was a 
loss of power in the muscles of mastication, and the food lodged in the 
cheek pouch. There has not been any pain since the onset of paralysis. 
Two months after the onset vision became misty. The eye began to 
look hazy and keratitis neuro-paralytica set in. In the course of three 
months vision of the right eye became reduced to a faint perception of 
large objects only as dim shadows. An examination of the patient at 
this time showed right facial paralysis involving the seventh nerve in 
all its branches, as described above; hearing also somewhat impaired 
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in the right ear; no involvement of the palate; impairment of the 
pain and tactile senses of the trigeminus; the motor branch of the fifth 
supplying the masseter and temporals was also involved; taste was 
impaired at the posterior right side of the tongue, and there was corneal 
ulceration. The first nerve was intact. The third, fourth, and sixth nerves 
were not affected. The lesion, therefore, -affected only the fifth and 
seventh nerves. There was a reaction of degeneration in the seventh 
nerve. A diagnosis was made of lesion of the Gasserian ganglion, proba¬ 
bly syphilitic, the latter diagnosis being made upon the evidence of the 
miscarriages, although it was not possible to get the husband to come 
to the clinic or give any history, and also upon the headache and 
insomnia. She began to improve at once upon the iodide of potassium, 
which was pushed until 250 grams were given daily, and at the present 
time, one year after the treatment began, sensation is almost normal, 
the paralyzed muscles have almost entirely recovered, although the eye 
has, of course, remained the same. 

Case VII.—Female, aged thirty-three years, single. Has had head¬ 
ache for three months, worse at the vertex; severe insomnia for the 
first six weeks of this time; has had mucous patches on the tongue and 
lips, and throat shows old pharyngeal ulcers, whilst the tongue is ulcer¬ 
ated in its posterior portion; has hallucinations of sight and hearing, 
chiefly at night. Is ver\ r nervous and excitable, but has no delusions. 
This patient came to the clinic only once, and the subsequent history 
I do not know. 

Case VIII.—Female, aged fifty-three years, married. Has occipital 
headache, worse toward evening. Suffers from severe insomnia, and has 
had both these symptoms for some time, although the history does not 
state the exact period. Has slight ptosis upon the right side; no stra¬ 
bismus and no pupillary implication. This patient made a perfect 
recovery in three months under treatment by large doses of the iodide. 

Case IX.—Male, aged tbirty-seveu years. About six years ago began 
to have constant headache over the brow and occiput, with diplopia. 
There was no insomnia and no irritability of temper. Four years ago 
became hemiplegic on the left side, with motor aphasia, without loss of 
consciousness, when the headache ceased, although this headache re¬ 
turned in the course of a year. Says that he had been weak and 
tremulous in both legs before the occurrence of hemiplegia. The 
aphasia lasted about three weeks. Two weeks after the onset of the 
hemiplegia the arm and leg began to improve, when the right leg 
became affected. At the time of coming to the clinic, four years after 
the onset of the hemiplegia, he was paretic in both lower extremities, 
most in the left one. The hand-grasp was much diminished on the 
right, but fairly good upon the left. Both patellar reflexes much exag¬ 
gerated and spastic. Foot clonus present on both sides, tongue deviates 
slightly to the left; the left naso-labial fold is lo3t. The pain, muscular, 
temperature, and tactile senses are intact. He suffers greatly now from 
headache coming on toward the evening and lasting through the night. 
Freely admits that he had syphilis ten years ago, but gives no history 
of any of its sequelre. This patient first came to my clinic on Novem¬ 
ber 20, 1889. He was put upon a saturated solution of the iodide of 
potassium, taking 30 drops three times a day, each dose to be increased 
daily by 5 drops. By December 16th be had attained to 50 drops at 
each dose, but had such marked symptoms of iodisra that it became 
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necessary to discontinue the treatment temporarily, although the head¬ 
aches were very severe, and remained so in spite of the treatment by 
opiates and bromide. On January 13th he was again put upon a satu¬ 
rated solution of the iodide of potassium, 15 drops three times a day, 
the dose to be increased by one drop each dose. By January 17th his 
headaches were materially improved. He was then taking 20 drops of 
the saturated solution three times a day. On February 24th his head¬ 
aches had entirely disappeared, and he walked somewhat better. Is 
now taking 36 drops of the saturated solution three times a day. On 
April 14th, “Is much improved, walks much better, 1ms no headaches; 
feels much better; is now taking 40 drops three times a day.” July 
2d the patient was so much improved that he was again at his work as 
a street-car conductor, which he had been obliged to leave some time 
before coming to us. He walks fairly well, although he is still somewhat 
paretic, has had absolutely no headaches, his appetite is good, and he 
looks well. 

Case X.—Female, aged thirty-two years, married. Three months ago 
awoke in the morning and fouud her right upper extremity completely 
paralyzed, followed by severe pain from the elbow to the fingers during 
two days. Neither speech, face, nor leg were affected. Has been sub¬ 
ject to headaches for several years, and has also had obstinate insomnia 
occasionally throughout this time. Patient has never had alopecia. 
There is no adenitis or history of throat trouble. Has never borne 
any children, but has had two miscarriages; has been married two 
years. Headache disappeared upon onset of paralysis. Right arm 
and leg are now paretic without sensory implication. The facial 
muscles are slightly paretic on the right side,and the tongue is slightly 
deflected to that side. Right patellar reflex somewhat exaggerated. 
Subsequent history of the case is not known. 

Case XI.—Hale, aged fifty-two years. Has suffered from severe head¬ 
ache for the last six months,so severe as to render him almost wild, with 
great insomnia. The headache is principally over the brow and vertex. 
Frankly admits syphilis about twelve years ago, but gives no history of 
any of the sequela except that he has bad ostitis of the humerus and 
radius. The headache and the insomnia disappeared entirely in about 
six weeks upon the administration of the iodide internally in large 
doses and inunctions of mercury. 

Case XII.—Hale, aged thirty years. Onset about two years ago, with 
noises in the left ear like the singing of a teakettle. At this time was 
employed in blasting, in which dynamite was used. These noises, after 
a time, seemed to him to be voices calling his name. He has also suf¬ 
fered from severe pain and tingling numbness down the legs and in the 
hands and arms. Occasionally has vertigo. Suffers greatly from in¬ 
somnia. Has not been intemperate, and has found that beer or liquor 
makes the noises worse. Denies syphilis, nor is there any objective evi¬ 
dence of it, but he admits that he has frequently had chronic ulceration 
of the throat and sores on the lips, with shin pains, as well as alopecia, 
also stating that he has had cederaa of the feet, ankles, and hands. There 
is no cardiac disease and no evidence of nephritis. Lying down increases 
his vertigo. There is no pupillary impairment, no static or motor ataxia. 
At times becomes unable to find the words he wants to use, and this 
symptom seems to be so severe as to deserve the name of temporary 
aphasia. The patient recovered completely upon large doses of iodide. 
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Case XIII.—Mule, aged twenty-sis years. About three mouths ago 
found himself hemiplegic on the right side on waking up in the morning 
about 5 o’clock. Speech was also affected (motor aphasia) for about three 
days. Face became very much improved in the first week, and the leg 
somewhat in about two weeks, and at the present time is paretic on the 
left face, tongue, arm, and leg, and exaggerated tendon reflexes. Patient 
admits syphilis seven years ago. Had some sort of eruption afterward 
over the chest and abdomen, and subsequently alopecia. Hus never 
bad headache nor suffered from insomnia. Has not been iutemperate. 
There is no history of any traumatism. Patient’s subsequent history is 
unknown. 

CaseXIV.—F emale, aged twenty-nine years, married. Has had severe 
headache for several months, worse toward evening, with marked in¬ 
somnia. Is very nervous and excitable; says that she sits continuously 
through the day thinking of queer and unnatural things. Has a sensa¬ 
tion of numbness and creeping over the scalp, and is at times slightly 
deaf for a day or two, although there is nothing about the ear or the 
throat or the Eustachian tube to account for this. Has had five mis¬ 
carriages—at the fourth, fifth, aud seventh months respectively. Has 
one child living, but child is healthy. Patient has had buccal ulcers, 
and her hair has been coming out freely for some time. This patient 
recovered perfectly in about two weeks upon the iodide. 

Case XV.—Male, aged twenty-eight years. Seven years ago patient 
had syphilis, and was under treatment for it for some time, although the 
secondary symptoms were mild. Three years ago had to give up his 
position iu a restauraut as a waiter on account of his failure of memory, 
which symptom began to develop about oue year after syphilitic onset. 
Patient states that he never had headache, but his friend tells a different 
story, and says that he used to complain often of headaches. He has 
had obstinate insomnia for some time, and frequently lies awake all 
night, though not complaining of paiu. Patient has marked impair¬ 
ment of memory, frequently becomes so confused as to be almost speech¬ 
less, though he suffers from no definite type of aphasia, the speech-defect 
being very evidently due to the mental impairment. He can name 
objects held up before him correctly, can read written or printed lan¬ 
guage and understand spoken words, but is unable to spontaneously and 
quickly recall names of friends aud intimates. Is not able, for iustaoce, 
to give the name of the friend who accompanied him, although he has 
known him for twenty years. Says his own first name is John, but 
cannot give his last name. Has never had any paralytic symptoms. 
Patient’s expression is silly; says lie likes everybody, and has no 
enemies except a former wife. There is no ataxia, motor or static. No 
tremor of face, tongue, or extremities. No facial asymmetry, no impli¬ 
cation of the cranial nerves, no pupillary abuormity, and no paresis. 
This patient was afterward pushed to 200 grains of the iodide of potas¬ 
sium in the day without benefit. 

Case XVI.—Male, aged forty years. Mother had a slight paralysis, 
nature unknown. Patient had a chancre eighteen or twenty years ago. 
Five years ago he had a slight hemiplegia on the right side, with motor 
aphasia. Before the attack had suffered from evening headaches and 
considerable insomnia, but these disappeared suddenly when the attack 
came on. On coming to my clinic patient displayed right hemiplegia 
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still marked, and slight motor aphasia, with exaggeration of both patel¬ 
lar reflexes, especially the right; the left pupil sluggish in its reac¬ 
tion to light. The patient has only improved moderately under the 
iodide. 

Case XVII.—Male, aged forty-one years. Fourteen months ago had a 
sudden paralysis of the left arm and leg without facial or speech involve¬ 
ment or loss of consciousness. Previous to the paralysis, for a period of 
about three months, had suffered from severe headaches associated with 
marked insomuia. The headaches had been so severe for about a mouth 
before the onset of the paralysis that he had had to remain home front 
business, and they came on generally in the afternoon, lasting into the 
evening, and disappeared immediately on the onset of the paralysis, at 
which time sleep also became normal. Admits having had syphilis 
four years ago, and describes what was probably a keratitis about two 
years ago, and has evidence of iritis. This patient obtained a fair 
amount of improvement only upon large doses of iodide. 

Case XVIII.—Male, aged thirty-six years. Was treated for syphilis 
twenty years ago, and has had since chronic ulceration of the throat 
and muscular rheumatism. Six months before coming to us he again 
had a chancre followed by some sort of a rash over his body and after¬ 
ward sore-throat and rheumatism. Had obstinate headaches associated 
with insomnia, but the history does not mention the duration of either. 
He recovered perfectly under iodide in large doses. 

Case XIX.—Male, aged thirty-four years. Has severe headaches over 
the left eye that are worse during the afternoon and also occasionally in 
the back of the neck. Insomnia to the extent of obtaining only three to 
four hours’ sleep each night. Headache has been constant and severe 
for three weeks, during all of which time there has been great insomnia. 
He himself recognizes the fact that he is becoming extremely irritable. 
When the headaches are most Eevere he has diplopia. Had syphilis 
twelve years ago, but presents no evidences and gives no history of sec¬ 
ondary symptoms. Has three strong, healthy children. His wife has 
had no miscarriages. This patient made a perfect recovery upon the 
iodide of potash within a few weeks. 

Case XX.—Male, aged twenty-nine years. A first cousin is said to be 
an epileptic, otherwise there is no history of hereditary neurosis. Patient 
himself has been always healthy; had no convulsions in childhood. 
After a trauma, when eight years old, he is stated to have been uncon¬ 
scious for several days, but recovered perfectly, and has had no symp¬ 
toms until four years ago, when he had his first fit while in bed, which, 
according to his statement, consisted merely of clonic spasms, without 
loss of consciousness. Since this period has had from one to three fits 
a week—not having one for three or four weeks, generally during the 
daytime, always with loss of consciousness and convulsive movements 
of the grand mal type. He gives a history of severe headaches and 
obstinate insomnia following a chancre, which he contracted five years 
ago. Shortly after this the patient passed into a condition of dementia, 
losing his way, forgetting the names of those about him, and laughing in 
a silly manner without cause. 

Case XXI.—Female, aged twenty-four years. Has had severe pains 
at vertex for several months past, with obstinate insomnia; has had a 
severe sore throat for some length of time, had enlarged glands, and 
has had alopecia. Has lost both of her children, one of hydrocephalus. 
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she does uot know the cause of the death of the other, although she 
states that it had “souffles.” Has had two miscarriages. This patient 
made a perfect recovery in a couple of months upon the iodide of potas¬ 
sium in large doses. 

Case XXII.—I frankly admit that this case is not conclusive because 
of the fact of the cardiac lesions. At the same time I venture to put 
it in for the value that it may have when considered in conjunction with 
other cases. Female, aged forty-seven years. The 18th of last August 
patient had left hemiplegia with aphasia for three days, although it is 
impossible to obtain a clear history of the exact nature of the speech- 
lesion. Hemiplegia had a sudden onset, but consciousness was not lost, 
The hemiplegia had been preceded by headaches for several months, 
worse in the day than at night, and there was also considerable 
insomnia. The headache and the insomnia have ceased upon the 
supervention of the hemiplegia. Family history is negative. Patient 
has four living children, one of whom has epilepsy, another some form 
of heart disease, a third is said to be very delicate, and the fourth, the 
oldest, is delicate, and has some sort of attacks in which severe head- 
acbfe Is a factor. This patient has a double murmur of the heart. The 
tendon reflexes and the knee-jerk are exaggerated, and some contracture 
of the arm and hand, with slight wasting of the muscles is present. 
The further history of this case is unknown. 

Case XXIII.—Male, aged thirty-nine years. Some two months before 
coming to the clinic was noticed doing and sayiDg queer things, although 
he can give no definite account of what the queer things were. About 
two weeks ago the death of two brothers depressed him greatly, and 
about this time his memory became seriously impaired. He w’ould sit 
muttering to himself, lips tremulous. About a year ago began to have 
very severe headaches, which increased in severity, and the insomnia at 
this time was very great. Would vomit in the mornings; would have 
attacks of dizziness on the street; appetite became very poor, and he 
lost flesh. About six months ago his employer dismissed him, and he 
was no longer able to attend to his business, which was that of a porter, 
apparently taking no interest whatever in his work. About this time 
had delusions of grandeur and of persecution. Said at first he was 
going to sue a firm iu Germany, then that he had sued, and recovered 
sixty-nine million dollars; that his sister-in-law wanted to imprison him 
to get the money. About six months ago was committed to an asylum, 
where the case was diagnosticated as general paresis. Eight days after 
going to the asylum had an apoplectic seizure, resulting iu a complete 
left hemiplegia. After this the headache and insomnia ceased entirely. 
Was in bed four months, and was unable to talk so as to be understood 
for three mouths. Gradually improved until he was able to walk slowly 
with the aid of crutches, still having characteristic gait. He has now 
to a great extent recovered; is intelligent, although his memory fails at 
times. Pupillary reflex normal, left knee-jerk exaggerated, slight ankle 
clonus, fibrillary tremor of tongue, but not of facial muscles. Food has 
a tendency to lodge in the left side of the mouth. Left side slightly 
dry. Has recovered control of the bladder and rectum, which was lost 
after apoplexy. The patient afterward passed away from observation ; 
further results unknown. The patient's friend states that he had 
syphilis several years ago, and was treated for it by competent physi¬ 
cians. 
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Case XXIV.—-This case is of especial interest, because the history 
was taken many years ago by one of ray assistants, long before I had 
thought of the diagnostic points to which I am calling attention iu this 
paper; as will be seen, the peculiar headache and insomnia are only 
incidentally mentioned long after the patient had been under treatment. 
Male, aged thirty-seven. Gives a history of a soft chancre twelve years 
ago, and had syphilis when seventeen years of age. Has not been able 
to work for three months, aud during the time has bad a severe pain, 
particularly iu the right side of the head, which is described as con¬ 
stant, increasing at times. There is anosmia. Parresthesia of the lower 
extremities, most marked upon the left, slight tremor of the tongue, 
knee-jerk normal, vision normal, urine normal. There are tender 
points over the territory of the right side of the head. Has had what 
he describes as slight spasms in the left leg without loss of consciousness 
except in one attack. All the sensations were normal. This patient 
was put on iodide of potassium, 15 grains, three times a day, on August 
19th. On August 27th, headache is much diminished; August 31st, 
still much improved; pain in the head has very nearly ceased. Sep¬ 
tember 3d, has still slight pains in the head. October 12th, improve¬ 
ment continues, although at times there are constant headaches, lasting 
for a day or two. Under this date, for the first lime it is mentioned that 
for three days past he has had no sleep in consequence of severe head¬ 
ache. October 16th it is stated that the headache is still severe and he 
sleeps badly. Patient then passed from under observation, and the 
further history is not known. 

Case XXV.—Male, aged forty-four years. Twenty-two years ago 
contracted syphilis whilst a sailor, and says that he has secondary erup¬ 
tions, but was treated locally. He is a gateman on the elevated road, 
selling tickets sometimes. Finds he can give change for ten or twenty 
minutes correctly, when he becomes confused, and is totally unable to 
attend to his business. Has attacks of partial unconsciousness of short 
duration, and in these he sees people, knows where he is, but is unable 
to talk coherently, or speak a single sentence. He had three epileptic 
attacks of the grand vial type some years ago, in which lie lost con¬ 
sciousness, bit his tongue, etc. Had local epileptic convulsions up to 
six years ago. This patient gives a history several years ago, the exact 
time not being stated, of severe headaches, with marked insomnia. He 
passed into a condition of dementia, but has made a fairly good recovery 
with large doses of iodide and mercurial inunctions, and has for several 
months past been attending to his business correctly. 

Case XXVI.—Female, aged twenty-seven years. There is a history 
of maternal migraine, but otherwise the family history is negative. 
Patient has been married eight years; has two children, one six and 
one two years old. When the youngest child was six months old, the 
mother began to have attacks of twitching in the left side of the face 
at the angle of the mouth, followed by convulsions, in which she fell to 
the floor, with general convulsive movements. On coming out from 
these she was stupid and passed into deep sleep. The attacks were 
always the same. She has headaches over the top and brow, at 
times severe, which are much worse at night, and often cause complete 
insomnia. Never had any headache until after the aforesaid child was 
born, and this child is said to have had an eruption on its lips and 
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under the nose, with “snuffles,” whilst its eyes have been in a state'of 
chronic inflammation, and it has vertebral caries, for which it is wearing 
a plaster jacket. There has been one miscarriage since, but she has 
also had one healthy child born. As this patient 13 seven months ad¬ 
vanced in pregnancy, and has only recently cume to my clinic, it is 
impossible to speak of the result. 

Case XXVII.—Male, aged twenty-six years. Comes to the clinic 
for the relief of headaches and a great sense of fatigue. His headaches 
are continuous and worse at night, and until recently were associated 
with obstinate insomnia. Has overcome the insomnia by treatment, but 
is dependent for sleep upon drugs. Has an interstitial keratitis that is 
apparently syphilitic, and admits having had syphilis three years ago, 
but does not know of any secondary symptoms whatever. Was under 
treatment for it about two months. Had trouble with his eye3 exactly 
similar to preseut condition two weeks after he contracted syphilis. 
This patient is still under treatment, but lias markedly improved in 
about three weeks, although it is as yet too early to positively speak of 
the result. 

In tabulating these cases I have arranged them under the headings 
of pseudo general paresis, hemiplegia, basilar meningitis, mania, hallu¬ 
cinations, cephalalgia, intra-cranial syphilis, paralysis of the left arm 
and leg. This may at first sight seem to be a rather indefinite classifi¬ 
cation, but when it is borne in mind that the lesions of intra-cranial 
syphilis affect every portion of the brain and its meninges, and cause 
such varying symptoms, it will be seen that no other method of classifi¬ 
cation is feasible except that of selecting prominent symptoms. By 
pseudo general paresis I mean that malady to which Morel-LuvalI6e 
and Belie res have recently called attention in their most excellent and 
important monograph, 1 to which the name was given a number of years 
ago by Fournier, and which the former gentlemen have shown conclu¬ 
sively not always to consist of the lesions of a true general paralysis 
(although this may sometimes be the case), but generally to have as a 
pathological cause focal lesion of the cortex or subcortical substance, 
or syphilomata setting up cortico-meningeal adhesions and alterations. 
By the term basilar meningitis I have intended to designate those con¬ 
ditions which autopsies have again and again demonstrated to be due 
to a gummatous infiltration of the membranes at the base. The other 
terms explain themselves. 

Of these 27 cases the average age was thirty-five and two-ninths 
years, the maximum being fifty-two years and the minimum being 
twenty-four years. In 13 there was complete recovery, that is in 46f|- 
per cent.; in 4 there was partial recovery (15 per cent.); in 5 the results 
of treatment were unknown, because the patient passed away from 


Syphilis ami Paralysie Gent-rale. Paris, 18S9. 
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observation, and in 1 the patient is still under treatment. The males 
were 20 in number and the females 7. 


Case. 

Sex. 

AS- 

t 

Male. 

39 

- 


29 

-1 


■43 

a 

•< 

31 

r. 

Female. 

40 

7 


33 

8 

** 

53 

9 

Male. 

37 

10 

Female. 

32 

11 

Male. 

52 

12 

*< 

30 

13 

« 

2»» 

H 

Female. 

29 

15 

Male. 

2S 


“ 

40 

17 


41 

18 


36 

19 

** 

34 

2ft 

— 

29 

21 

Female. 

24 

22 

Male 

47 

23 

«* 

39 

24 


37 

25 

•* 

44 

2fi 

Female. 

27 

27 

Male. 

26 


Type ot disease. 


Pseudo general naresis. 
Mania. 

Hemiplegia. 

Pseudo general paresis. 
Basilar meningitis. 

Neoplasm Gasserian ganglion. 
Hallucinations. 

Basilar meningitis. 

Double licmiplegia. 
Hemiplegia. 

Cephalalgia. 

Intra-cranial syphilis. 
Hemiplegia. 

Intra-cranial syphilis. 
Pseudo-general paresis. 
Hemiplegia. 

Paralysis of arm and leg. 
Cephalalgia. 

Cephalalgia. 

Pseudo general paresis. 
Cephalalgia. 

Hemiplegia. 

Pseudo general paresis. 
Basilar meningitis. 

Pseudo general paresis. 
Epilepsy. 

Cephalalgia. 


Krsult of trcatnicut. 


Recovery. 

No improvement. 
Recovery. 

Partial recovery. 
Unknown. * 
Recovery. 

Partial recovery. 
Unknown. 

Recovery. 

Unknown. 

Recover}'. 

No improvement. 
Partial recovery. 

Recovery. 

No improvement. 
Recovery. 

Unknown. 

No improvement. 
Unknown. 

Recovery. 

Still under treatment. 


I therefore maintain that in many cases of syphilis, constituting a 
majority of those which have come under my observation, there have 
been symptoms of a cephalalgia that is quasi-periodical, occurring 
mostly at night, though occasionally in the afternoon or morning, with 
marked insomnia, and that when any paralytic or convulsory symptoms 
supervene, this headache and insomnia suddenly disappear. From 
these facts I would assert that the occurrence of cephalalgia and in¬ 
somnia with these characteristics is diagnostic of intra-cranial syphilis. 
I would furthermore affirm that the occurrence of hemiplegia in an 
individual under middle age, with or without this insomnia and cephal¬ 
algia, should render us extremely suspicious of syphilitic causation. 
This insomnia and cephalalgia generally belong to the early stage of 
intra-cranial syphilis, although they are to be found in addition in 
the primary, secondary, or tertiary stage of the general syphilitic in¬ 
fection. 

I have never been able to make a post-mortem examination in any 
case in which the cephalalgia and insomnia were the only symptoms, 
and I cannot, therefore, state anything positive as to the exact patho¬ 
logical lesions which cause these two symptoms. It is reasonable, bow- 
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ever, I think, to assume that they are due to the well-known gummatous 
infiltration of the meninges, because the pathological alterations of the 
cerebral and cerebellar substances alone do not usually give rise to pain 
except when they are the site of neoplasms, and not always then, and also 
because this is true of the different forms of endocarditis. Another fact 
that is perhaps confirmatory of this theory is that I have never yet 
seen a case with the symptoms alone of the peculiar headaches and 
insomnia that did not yield promptly to vigorous anti-syphilitic treat¬ 
ment. 

I am perfectly well aware that the pathognomonic symptom in medi¬ 
cine has gone out of fashion, as time has shown that every one of these 
so-called signs has proven to belong to more than one disease. Neverthe¬ 
less, I think it is true that pathognomonic groups of symptoms have held 
their own in a large degree, as in typhoid, pneumonia, locomotor ataxia, 
general paresis, etc. I would, therefore, invite the careful attention of 
the profession to this group which I have just detailed, simply saying 
that I have never seen it in a case that was undoubtedly non-Byphilitic 
except in one single case of acute bulbar paralysis. I cannot, there¬ 
fore, resist the conviction that it is of great significance. 

C East Fobtv-mntii Sthect, New Youk. 


OBSERVATIONS UPON THE ANATOMY AND SURGERY OF 
THE URETER. 

By A. T. Cabot, A.M., M.D., 

or BOSTON. 


The observations which follow are the result of some investigations 
upon the anatomy of the ureter, made with reference to its surgical 
accessibility in different parts of its course. They were undertaken 
with the especial object of determining how best to reach and remove 
stones impacted in the ureter. 

In the remarks which follow the writer takes it for granted that, if 
possible, it is always best to use an extra-peritoneal incision for the 
removal of a stone. The ureter is so thin-walled, especially when dilated 
by the retained pus and urine behind a stone, that if it is opened within 
the abdomen the closure of it by sutures must always be a doubtful and 
hazardous undertaking. 

If animal sutures are used, the danger that they will be too soon ab¬ 
sorbed is great, while silk sutures introduce the possibility of secondary 
stone-formation. 



